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Abstract 
Adolescents cope with adverse life events by employing different cognitive emotion-
regulation strategies: acceptance, positive refocusing, refocus on planning, positive 
reappraisal, putting into perspective, self-blame, rumination, catastrophizing and blaming 
others (Garnefski, Kraaij and Spinhoven, 2001). Existing research examined these strategies 
in relation to anxiety and depression symptoms, but has not measured pure symptoms, which 
means removing the correlation between the two when examining their individual 
relationships to the strategies. This study aimed to discover whether the strategies were 
specific to either pure depression or pure anxiety symptoms, or whether they were common to 
both of them, and whether gender moderates the relationship. A sample of 582 adolescent 
secondary school students between 13 and 16 years old completed the depression and anxiety 
subscales of the Symptom Check List (Derogatis, 1977) and the Cognitive Emotion 
Regulation Questionnaire (Garnefski, Kraaij, & Spinhoven, 2001). Multiple linear regression 
was used to predict pure depression and anxiety symptoms from gender and the strategies, 
while controlling for the depression-anxiety correlation by using them as predictors, 
respectively, together with gender and the strategies. Rumination and self-blame showed 
specificity for pure depression symptoms, with the latter only for girls, while catastrophizing 
and blaming others were specific for pure anxiety symptoms. The current analysis shows 
specificity of certain cognitive strategies for either pure anxiety or pure depression symptoms, 
which confirms current theoretical frameworks such as the content specificity hypothesis and 
quadripartite model. The results can provide insights for diagnosis and treatment of 
depression and anxiety. 
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Introduction 
In the literature on mood disorders, a great deal of research has been done on the 
transdiagnostic correlates and the differences of anxiety and depression. This has been done 
because of the high comorbidity between the two, with rates ranging between 16 and 62 
percent found (Brady & Kendall, 1992). Depressive disorders are, among other things, 
characterized typically by severe sadness, diminished interest and pleasure in almost all 
activities of the day, extreme guilt and indecisiveness, according to the Diagnostic and 
Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric Association 
[APA], 2013). According to the DSM-5, symptoms of anxiety disorders include a markedly 
heightened fear that is out of proportion to the situation and a difficulty to control worrying 
(APA, 2013).  
Symptom specificity and generality has been modelled in different ways. Evidence for 
similarities has been found in aspects like the shared negative affect according to the 
Tripartite Model (Cummings, Caporino, & Kendall, 2014) and a similar response to the same 
treatment procedures (Brady & Kendall, 1992). The Tripartite Model is used to try to explain 
the comorbidity between depression and anxiety by classifying symptoms into one of three 
categories (Clark & Watson, 1991). These symptom categories consist of one category 
including symptoms that are shared between the two syndromes, namely a so-called general 
factor of negative affectivity (NA) and two categories that are unique, namely low positive 
affect (PA), which is specific to depression, and hyperarousal (PH), which has specificity for 
anxiety. A newer model, the quadripartite model, has been suggested, in which symptoms are 
classified into four categories, based on whether they are specific for a particular disorder and 
whether the degree of distress that is associated with the symptom is either high or low 
(Watson, 2009). According to the model, it is advisable to only use symptoms for diagnosis 
and assessment that are either highly distressing or highly specifically related to a particular 
disorder, or both. Although this model seems promising in providing suitable handles for the 
diagnosis and assessment of mood and anxiety disorders, it has, unlike the tripartite model, 
not yet received much direct empirical support (Cummings, Caporino, & Kendall, 2014). 
On top of the aforementioned theory, previous research points to the differences 
between anxiety and depression as well (Lamberton & Oei, 2008), especially when it comes 
to coping strategies and cognitive content (Bettis, Forehand, McKee, Dunbar, Watson, & 
Compas, 2015). The difference in cognitions specific to certain disorders was first 
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conceptualized as the cognitive content-specificity hypothesis as part of Aaron Beck’s 
cognitive theory of emotional disorders (Beck, 1976; Beck, Brown, Steer, Eidelson, & 
Riskind, 1987). It stipulates that there is specific cognitive content for each mental disorder. 
With differences in methodology applied and especially with different concepts that were 
tested, this hypothesis has found support in research of Lamberton and Oei (2008), but only 
partial support on the review and meta-analysis of Beck & Perkins (2001). Lamberton and 
Oei (2008) tested whether depression and anxiety symptoms differed from one another. They 
examined whether scores on a depression symptoms questionnaire were a better predictor of 
the scores of a second depression symptoms questionnaire than the scores of an anxiety 
questionnaire and performed the same test for anxiety questionnaires. This was confirmed, 
which suggests that anxiety symptoms are different from depression symptoms. Beck and 
Perkins (2001) conducted a review and meta-analysis to examine whether depression would 
be more highly correlated with depressive cognitions and anxiety with anxious cognitions. 
They found that the measures of anxious and depressive cognitive content were highly 
correlated, which partly confounded the results. This meant that depressive cognitive content 
was also correlated to anxiety symptoms and anxious cognitive content was also correlated to 
depression symptoms, though the last two correlations were less strong than the first two.  
A new angle on the previous research was provided by Garnefski, Kraaij and Spinhoven 
(2001), who found that adolescents cope with negative life events by employing different 
cognitive emotion-regulation strategies that are associated with, and show specificity or 
generality towards, symptoms of depression or anxiety. They distinguished nine cognitive 
coping strategies, which are acceptance, positive refocusing, refocus on planning, positive 
reappraisal, putting into perspective, self-blame, rumination, catastrophizing and blaming 
others (Garnefski, Kraaij, & Spinhoven, 2001). Acceptance refers to thoughts of acceptance 
about what has happened and resigning that it has happened; positive refocusing refers to 
thinking about joyful things instead of distressing thoughts; refocus on planning refers to 
imagining steps that can be taken to deal with an issue at hand; positive reappraisal refers to 
the thought of seeing a distressing situation in a new and positive light; putting into 
perspective refers to relativizing the situation; self-blame refers to assigning oneself the blame 
for a negative event; rumination refers to a focus on thinking about the negative event; 
catastrophizing refers to a focused attention to the negative aspects of a negative situation that 
was experienced; and blaming others refers to assigning the blame for a negative life event to 
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one’s surroundings, be it a person or the situation in general (Garnefski, Kraaij, & Spinhoven, 
2001). The present study builds on this concept of cognitive emotion-regulation strategies by 
Garnefski, Kraaij, and Spinhoven (2001) by examining the previous research that exists on 
this topic and contributing with an analysis of the present dataset, in which the correlation 
between depression and anxiety scores was accounted for. 
Given the differences in symptoms, it is reasonable to ask whether there can be any 
benefits derived from identifying specificity in cognitive content of anxiety and depression. 
Lamberton and Oei (2008) argue that cognitive therapies should not indiscriminately treat 
depressive and anxiety symptoms with the same interventions. They compared measures of 
depression, anxiety and different cognitive disturbances and provided evidence that targeting 
anxiety-related cognitions do not provide simultaneous improvements in depression 
symptomatology and suggest that a more targeted approach could save time and money.  
With the expectation of contributing to the development of treatment possibilities, it is 
important to consider the age that individuals would benefit to the greatest extent from 
interventions for mood and anxiety disorders. Garnefski, Legerstee, Kraaij, van den Kommer 
and Teerds (2002) showed that adolescents differ from adults in the extent to which they used 
cognitive coping strategies to regulate emotions, but that the strategies were equally important 
in explaining symptoms of psychopathology. This means that treatment strategies for 
depression and anxiety that aim at modifying cognitive coping strategies can already be of 
value at a young age. It is therefore of interest to gather more information about the 
specificity of cognitive coping strategies in adolescents. When studying this relationship, it is 
important to note that the sample used in this data was non-clinical, and the use of the 
cognitive coping strategies was shown to be higher for clinically anxious adolescents than for 
their non-clinical peers for rumination, self-blame, catastrophizing, refocus on planning, 
acceptance and blaming others (Legerstee, Garnefski, & Utens, 2011). Based on this study, 
we could ask the question whether the relationship between pure anxiety symptoms and the 
previously named strategies would be low in the sample of this research. 
Existent depression and anxiety research does not account for symptom correlation 
Existent studies can be divided into, first, research that studied depression and anxiety 
separately in their relation to cognitive emotion-regulation strategies, without measuring the 
COGNITIVE STRATEGIES  6 
 
 
 
other, second, research that included both depression and anxiety symptoms but did not 
control for their correlation, and third, research that does control for it. 
Both in research that studied only depression as the clinical syndrome and studies that also 
measured anxiety symptoms, but did not control for the correlation between the two, 
depression symptoms showed to have significantly negative associations with positive 
reappraisal and positive refocusing and significantly positive associations with rumination, 
self-blame and catastrophizing and mixed results for refocus on planning and putting into 
perspective (Garnefski, Kraaij, & Spinhoven, 2001; Sullivan, Thorn, Haythornthwaite, Keefe, 
Martin, Bradley, & Lefebvre, 2001; Garnefski, Legerstee et al., 2002; Garnefski, Van Den 
Kommer et al., 2002; Garnefski, Boon, & Kraaij, 2003; Garnefski, Teerds, Kraaij, Legerstee, 
& van den Kommer, 2004; Schniering & Rapee, 2004; Garnefski & Kraaij, 2006; Garnefski 
& Kraaij, 2007; Aldao, Nolen-Hoeksema, & Schweizer, 2010; Garnefski & Kraaij, 2014). 
Self-blame is a key criterion for the diagnosis of a major depressive disorder according to the 
DSM-5 (American Psychological Association, 2013). 
In research that studied anxiety as the clinical syndrome without controlling for the 
correlation with depression symptoms, anxiety symptoms showed to have a significantly 
positive association with rumination, self-blame, other-blame and catastrophizing (Garnefski, 
Kraaij, & Spinhoven, 2001; Garnefski, Legerstee et al., 2002; Garnefski, Van Den Kommer et 
al., 2002; Garnefski & Kraaij, 2007; Zlomke & Hahn, 2010; Legerstee et al., 2011; Garnefski 
& Kraaij, 2014; Mor & Daches, 2015). Catastrophizing is, in the form of exaggerated fears, is 
a key feature of the diagnoses of anxiety disorders based on the DSM-5 (APA, 2013) and has 
been linked to anxiety early on in the scientific literature of mood disorders (Beck, Emery, & 
Greenberg, 1985), which a recent literature review confirmed (Gellatly & Beck, 2016). Based 
on this, we could ask ourselves whether this meant that especially catastrophizing would show 
specificity for anxiety symptoms, when the influence of depression symptoms is controlled 
for. Anxiety symptoms show a significantly negative association with positive refocusing, and 
positive reappraisal (Garnefski, Kraaij, & Spinhoven, 2001; Garnefski, Van Den Kommer et 
al., 2002; Garnefski & Kraaij, 2007; Zlomke & Hahn, 2010; Legerstee, Garnefski, Verhulst, 
& Utens, 2011; Garnefski & Kraaij, 2014; Bornas, Balle, Morillas-Romero, & Aguayo-
Siquier, 2015), and a moderately negative relationship with refocus on planning (Legerstee et 
al., 2011; Garnefski & Kraaij, 2014), while in each study not controlling for depression 
symptoms. 
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In a number of studies, no strong relationships were found between depression symptoms 
and acceptance, other-blame, and putting into perspective, refocus on planning, positive 
refocusing and rumination, and similarly, no strong relationships could be found between 
anxiety symptoms and acceptance, putting into perspective, other-blame, refocus on planning, 
positive refocusing, positive reappraisal, catastrophizing and rumination (Garnefski, Kraaij, & 
Spinhoven, 2001; Garnefski, Van Den Kommer et al., 2002; Garnefski, Legerstee et al., 2002; 
Garnefski, Boon, & Kraaij, 2003; Garnefski & Kraaij, 2007; Garnefski & Kraaij, 2014).  
As can be summarized by the extant research, positive reappraisal, positive refocusing, 
rumination, self-blame and catastrophizing show significant relationships with depression 
symptoms, with mixed results for refocus on planning and putting into perspective. Anxiety 
symptoms were shown to have significant associations with positive refocusing, positive 
reappraisal, refocus on planning, rumination, self-blame, catastrophizing, and other-blame. 
These data show that anxiety and depression symptoms seem to be related to similar cognitive 
coping strategies and as the symptom correlation was not corrected for, conclusions about 
specificity can only be drawn with reservation. 
New research that accounts for comorbidity 
Unlike the aforementioned research, there is one recent study by Legerstee, Garnefski, 
Verhulst and Utens (2011) about cognitive coping in adolescents with anxiety symptoms in 
which individuals with an affective co-morbidity, namely major depression and dysthymic 
disorder, were excluded from the sample. This meant that a clearer relationship between 
anxiety symptoms and cognitive coping strategies could be shown, without the influence of 
clinically relevant depression symptoms. Anxiety was shown to be significantly positively 
related to catastrophizing, rumination and self-blame, and to a moderately significant degree, 
anxiety symptoms and refocus on planning, acceptance and positive refocusing were related. 
When the co-morbid individuals were not excluded, other-blame showed a significant 
association to anxiety, and positive refocusing did not (Legerstee, Garnefski, Verhulst and 
Utens, 2011). Conclusions about specificity based on only one study should be drawn with the 
same reservation. 
Gender and cognitive coping strategies 
A variable that shows an important moderating effect in the relationship between anxiety 
and depression symptoms and cognitive coping strategies was found to be gender. Girls were 
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found to tend more towards emotional problems, in comparison to boys and are more likely to 
experience both anxiety and depression (Offer & Schonert-Reichl, 1992). The strategies of 
rumination and putting into perspective were found predominantly in women and blaming 
others is used more by men (Zlomke & Hahn, 2010). Legerstee, Garnefski, Verhulst and 
Utens (2011) did not find gender to be a significant moderator of the relationship between 
pure anxiety symptoms and cognitive coping strategies in youth with clinically significant 
symptoms of anxiety, compared to a sample of youth with non-clinically significant 
symptoms. This could suggest that gender only moderates the relationship between depression 
symptoms, but not anxiety, and specific cognitive coping strategies. One study directly 
studied the differences between the cognitive emotion-regulation strategies in relation to 
depressive symptoms in an adult sample of men and women. They found that women used 
catastrophizing, rumination and positive refocusing more often than men. The strategy self-
blame was significantly related to depression in both genders, but to a much stronger degree 
in women than in men.  The cognitive coping strategies were used by both genders in an equal 
measure (Garnefski, Teerds, Kraaij, Legerstee, & van den Kommer, 2004). 
The contribution of the current study 
This study, building on Garnefski, Kraaij and Spinhoven (2001), explores the relationship 
of the cognitive emotion-regulation strategies with pure anxiety and depression symptoms and 
whether the relationships are specific for either depression or anxiety symptoms, or whether 
they are equally related to both. The current study adds to existing research by examining 
pure depression symptoms, which means that the correlation with anxiety has been removed 
and pure anxiety symptoms, which means that the influence of depression has been removed. 
By doing so, it was expected that this research would provide evidence for the cognitive 
content-specificity hypothesis and the tripartite and quadripartite models and contribute to the 
development of existing diagnostic instruments and interventions for adolescents that suffer 
from anxiety or depression disorders with or without co-morbidity. The following hypotheses 
were tested: 1. Pure depression symptoms show strongly negative associations with positive 
reappraisal, and positive refocusing and strongly positive associations with rumination, self-
blame, and catastrophizing. 2. Self-blame shows specificity for pure depression symptoms, 
but not pure anxiety symptoms. 3. Pure anxiety symptoms shows negative associations with 
positive refocusing, positive reappraisal and refocus on planning and positive associations 
with rumination, other-blame and catastrophizing. 4
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specificity for pure anxiety symptoms, but not pure depression symptoms. 5. Gender is a 
significant moderator in the relationship between cognitive emotional coping strategies 
positive reappraisal, positive refocusing, self-blame, rumination and catastrophizing, and pure 
symptoms of depression, but not anxiety.  
Method 
Sample 
The sample was comprised of 582 adolescent secondary school students with an age range 
of 13 to 16 (mean age = 14 years and three months; Sd = 0.84) from the general population in 
the Netherlands. They were attending a school for intermediate secondary vocational 
education (VMBO). In the sample, 51.7% boys and 48.3% girls were present. 
Materials 
Depression and anxiety 
The depression and anxiety subscales of the SCL-90 (Symptom Check List: Derogatis, 
1977; Dutch translation and adaptation by Arrindell and Ettema, 1986) were used for 
measuring depression and anxiety. The SCL-90 is a questionnaire that can be used for the 
assessment of nine symptom dimensions of psychological disorders and two of its subscales 
are measuring anxiety and depression (Derogatis & Cleary, 1977). The subscale for the 
dimension of depression has 15 items (due to the participants’ age range, the item about loss 
of sexual interest was not included) and the dimension of anxiety has 10 items. The content of 
the items mainly covers the existence and level of discomfort that the respondent had with 
depressive and anxiety symptoms, respectively, in the previous week. Each of the items 
receives a score from a five-point Likert scale and the possible answers range from 1 (“not at 
all”) to 5 (“extremely”). The total score of a respondent is calculated from taking the average 
of the item scores that range from 0 to 4. Above the cut-off score of 1.75, a respondent is 
usually considered to have psychiatric disorder. Both of the subscales have shown to be very 
good predictors of detecting their respective DSM-IV disorders (Lundin, Hallgren, & Forsell, 
2015). They have good test-retest reliabilities and previous research found high values of 
Cronbach’s alpha, for depression between 0.82 and 0.93 and for anxiety between 0.71 and 
0.91. In addition, their convergent validity with other scales that test the same concepts is 
strong (Arrindel & Ettema, 1986). 
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Cognitive emotion regulation strategies 
The CERQ (Cognitive Emotion Regulation Questionnaire: Garnefski, Kraaij, & 
Spinhoven, 2001) was used to measure cognitive coping strategies that were used by the 
participants after stressful life events. The questionnaire identifies nine dimensions of 
cognitive emotion-regulation, namely acceptance, positive refocusing, refocus on planning, 
positive reappraisal, putting into perspective, self-blame, rumination, catastrophizing and 
blaming others. Each of the nine dimensions corresponds to four items, giving a total of 36 
items, which are statements about general tendencies of cognitively dealing with emotionally 
charged situations. As in the SCL-90, each of the items receives a score from a five-point 
Likert scale and the possible answers range from 1 (“(almost) never”) to 5 (“(almost) 
always”). A subscale score of a respondent is calculated by adding up the scores of the four 
items corresponding to the subscale. The most studies found that this questionnaire has a good 
validity and reliability, with Cronbach’s alpha scores between 0.72 and 0.85 (Garnefski et al., 
2002). 
Procedure  
Invitations for participation in the current research were sent to 69 eligible schools for 
intermediate secondary vocational education in the western part of the Netherlands. All of 
these schools provided internships to students of the Amsterdam University of Applied 
Sciences (Hogeschool van Amsterdam, HvA) and could be contacted by the HvA’s internship 
coordinator via e-mail with information regarding the study purpose and its procedure. Six 
schools with twenty-seven classes agreed to participate. There was no information available 
about the non-participation of the remaining schools. 
The online self-report questionnaire consisting of the SCL-90, the CERQ and basic 
demographic information and an informed consent sheet were administered to the participants 
in the classroom, under supervision of their teacher. When participants were younger than 16 
years, parental approval for participation was requested. Information about the reasons of 
refusal to participate and the number of non-participants was unavailable. The participants 
were guaranteed anonymity and the ethical committee of the University had granted approval.  
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Statistical analysis  
Descriptives of the study variables were reported first, followed by correlations between 
the dimensions of the SCL-90 and the CERQ. Multiple regression analyses were performed in 
order to study the unique relationships between the individual cognitive emotion-regulation 
strategies and symptom of anxiety and depression. Scores on depression and anxiety were 
entered as dependent variables and scores on the separate cognitive strategies were centered 
and entered as independent variables. To test the hypotheses about the relationships between 
the cognitive coping strategies and depression or anxiety symptoms, because of the high 
comorbidity between anxiety and depression, two models were run in order to see the 
individual effects of the cognitive strategies on each anxiety and depression more clearly 
without the correlation of the two: In one model, depression was entered as the dependent 
variable, anxiety was entered as an independent variable to remove its influence from the 
predicted depression symptoms, and subsequently the separate centered cognitive strategies 
were entered as independent variables. In the other model, anxiety was entered as the 
dependent variable, and equally, depression was entered as an independent variable to remove 
its influence from anxiety symptoms, and subsequently the centered cognitive strategies were 
entered as independent variables. Interaction terms between gender and each cognitive 
emotion-regulation strategy were added in each model to study the moderating influence of 
gender on the relationship between the coping strategies and anxiety and depression 
symptoms each. 
Results 
Descriptives 
In order to describe the sample, the means and standard deviations of the symptoms of 
anxiety and depression and the cognitive emotion-regulation strategies are presented in table 
1. On the individual subscales of the CERQ, participants scored between 6.28 for the 
cognitive strategy of blaming others, and 9.83 for positive refocusing. The strategies that 
showed the highest mean score above 8 were acceptance, positive refocusing, refocus on 
planning, positive reappraisal and putting into perspective. The strategies that showed lower 
mean score below 8 were self-blame, rumination, catastrophizing and blaming others. The 
adolescents used positive refocusing the most, and engaged in blaming others for distressing 
events in their lives least intensely, compared to the other strategies. 
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Table 1 
Means, standard deviations and scale reliabilities for the subscales depression, anxiety of 
the SCL90 and the cognitive strategies of the CERQ 
Scales Mean Standard Deviation Scale reliability 
Depression 22.71 10.36 0.94 
Anxiety 13.66 5.60 0.90 
Self-blame 7.51 3.02 0.74 
Acceptance 8.73 3.39 0.72 
Rumination 7.89 3.52 0.82 
Positive refocusing 9.83 4.10 0.80 
Refocus on planning 9.68 3.78 0.82 
Positive reappraisal 9.23 3.57 0.72 
Putting into perspective 9.72 3.90 0.77 
Catastrophizing 6.33 2.88 0.74 
Blaming others 6.28 2.47 0.71 
 
 
Reliability of the scales  
As shown in table 1, the anxiety and depression SCL-90 showed very high reliabilities of 
above 0.90 and the CERQ subscales ranged between 0.71 and 0.82. 
Preliminary Analyses 
Before the main analysis was performed, Pearson correlations were computed (Table 2). 
Depression and anxiety symptoms showed to be highly correlated (r = 0.87, p < 0.001), which 
indicates a high comorbidity between depression and anxiety symptoms in this sample. Most 
strategies were highly correlated with depression and anxiety, with the exception of positive 
refocusing, positive reappraisal and putting into perspective. Depression was highly positively 
correlated with self-blame, acceptance, rumination, refocus on planning, catastrophizing and 
blaming others. Anxiety showed highly significant positive correlations with self-blame, 
acceptance, rumination, catastrophizing and blaming others, and to a lesser degree, a 
significant correlation with refocus on planning. Gender was highly correlated to depression, 
anxiety and most of the strategies, except for refocus on planning, positive reappraisal and 
blaming others. The dependent variables anxiety and depression correlated significantly with 
the variable gender.  
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Table 2: Reliability Coefficients and Pearson Correlations Between All Variables 
 1 2 3 4 5 6 7 8 9 10 11 
1 Depression -           
2 Anxiety .87*** -          
3 Gender .23*** .18***          
4 Self-blame .52*** .45*** .20*** -        
5 Acceptance .37*** .31*** .16*** .64*** -       
6 Rumination .63*** .55*** .23*** .68*** .62*** -      
7 Positive refocusing -.03 -.01 .13** .24*** .45*** .21*** -     
8 Refocus on planning .17*** .14* .05 .51*** .58*** .52*** .54*** -    
9 Positive reappraisal .05 .04 .04 .41*** .56*** .36*** .60*** .70*** -   
10 Putting into 
perspective .06 .04 .15
***
 .38*** .53*** .28*** .57*** .56*** .67*** -  
11 Catastrophizing .54*** .52*** .12** .53*** .49*** .63*** .18*** .35*** .30*** .23*** - 
12 Blaming others .32*** .33*** .00 .36*** .38*** .47*** .26*** .46*** .35*** .31*** .50*** 
*p < 0.05; **p < 0.01; ***p < 0.001. 
 
 
The association of cognitive emotion-regulation strategies with symptoms of depression 
In order to study the relationship between the cognitive coping strategies and their 
association with symptoms of depression and anxiety, hierarchical multiple regression 
analyses were performed for predicting both depression and anxiety. In order to predict the 
number of depression symptoms, the enter method was used to add independent variables to 
the model (table 3). Because of the high comorbidity of depression and anxiety, and because 
the aim of the analysis was to predict the relationship between the strategies and the pure 
depression symptoms, anxiety was the first variable to be entered into the model. It explained 
a significant percentage of the variability in depression symptoms (R2 = 0.76, p < 0.0001). 
Because of the high correlation between depression and gender, gender was the second 
variable to be entered into the analysis, and it also explained a significant proportion of the 
variance over and above anxiety symptoms with 0.6 percent (R2 change = 0.06, p < 0.0001). 
In the third step, the nine cognitive emotion-regulation strategies were entered and as a whole, 
another significant proportion of the variance was explained (R2 change = 0.04, p < 0.0001), 
namely four percent over and above a model with only anxiety and depression as predictors. 
Depression was significantly positively related to self-blame and rumination. As a fourth step, 
the interactions between the strategies and gender were added. All interactions together did 
not explain a significant amount of the variance in depression symptoms (R2 change = 0.003, 
ns), but it was shown that the interaction between gender and self-blame was significantly 
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negative. In other words, the relationship between scores on self-blame and symptoms of 
depression was significantly moderated by the influence of gender. The variable gender was 
dummy-coded with a 1 for the male gender and a 0 for women. The interaction is negative, 
and this means that the relationship between depression symptoms and self-blame is 
especially strong for the female participants (see figure 1). The regression coefficient for the 
male participants alone was ß = -0.01 (t = -0.22, ns) and for female participants, it was ß = 
0.14 (t = 3.44, p < 0.01), see figure 1. 
 
Table 3  
Multiple Linear Regression Analysis of gender, anxiety and cognitive emotion-regulation 
strategies on depression 
Variables B SE B ß t 
 Anxiety 1.31 .05 .71 28.87*** 
Gender 1.04 .41 .05 2.51* 
Self-blame .52 .14 .15 3.84*** 
Acceptance .06 .13 .02 .46 
Rumination .44 .13 .15 3.48** 
Positive refocusing -.07 .10 -.03 -.77 
Refocus on planning -.14 .12 -.05 -1.11 
Positive reappraisal -.17 .13 -.06 -1.33 
Putting into perspective -.05 .10 -.02 -.50 
Catastrophizing .10 .12 .03 .86 
Blaming others -.07 .16 -.02 -.46 
Age .16 .23 .01 .70 
Gender x Self-blame -.56 .20 -.11 -2.80** 
Gender x Acceptance .03 .18 .01 .17 
Gender x Rumination  .19 .19 .04 1.03 
Gender x Positive refocusing  -.11 .13 -.03 -.84 
Gender x Refocus on planning .17 .17 .05 1.02 
Gender x Positive reappraisal -.01 .18 -.00 -.07 
Gender x Putting into perspective .15 .15 .04 .99 
Gender x Catastrophizing  .07 .19 .01 .40 
 Gender x Blaming others .04 .20 .01 .17 
Note: R2 = 0.81; F = (9,554) = 1.10; ns. 
*p < 0.05; **p < 0.01; ***p < 0.001. 
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The association of cognitive emotion-regulation strategies with symptoms of anxiety 
A similar procedure was applied for the prediction of anxiety symptoms, as can be seen in 
table 4. Again, the enter method was used and because of the high comorbidity, depression 
was the first variable to enter the model, explaining a large part of the variance in anxiety 
symptoms (R2 = 0.76, p < 0.0001). As a second step, gender was entered, but it did not 
contribute significantly to the model (R2 change = 0.001, ns), meaning about one percent over 
and above depression symptoms. The nine strategies as a whole, added as a third step, fell 
short of reaching the significance criterion of an alpha of 0.05 by a small amount (R2 change = 
0.007, p = 0.057). Anxiety was significantly positively related to catastrophizing (t = 2.42, p < 
0.05) and blaming others (t = 1.98, p < 0.05). The model stopped here, since adding the 
interaction effects between the strategies and gender did not yield any significant results. 
 
Table 4 
Multiple Linear Regression Analysis of gender, depression and cognitive emotion-regulation 
strategies on anxiety 
Model B SE B ß t 
Depression .46 .02 .85 29.27*** 
Gender -.21 .24 -.02 -.84 
Self- blame .01 .06 .01 .17 
Acceptance -.04 .05 -.02 -.73 
Rumination -.03 .06 -.02 -.46 
Positive refocusing .05 .04 .04 1.32 
Refocus on planning -.06 .05 -.04 -1.27 
Positive reappraisal .01 .05 .00 .11 
Putting into perspective -.04 .04 -.03 -1.03 
Catastrophizing .14 .06 .07 2.42* 
Blaming others .12 .06 .05 1.98* 
Note: R2 = 0.766; F = (9,565) = 1.928; p < 0.05. 
*p < 0.05; **p < 0.01; ***p < 0.001. 
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Figure 1. Scatter plot showing the moderating effect of gender on the relationship between 
self-blame scores and depression symptom scores.  
 
 
Discussion 
The aim of this study was to examine the extent to which cognitive emotion-regulation 
strategies, measured by the CERQ (Garnefski, Kraaij, & Spinhoven, 2001) that were used to 
cope with upsetting life events, show symptom specificity or generality in their associations 
with pure symptoms of anxiety and depression, measured with subscales of the SCL-90 
(Symptom Check List: Derogatis, 1977) and corrected for the correlation with one another, in 
a sample of adolescents. Another aim was to examine, which influence gender would have on 
this relationship. The novel approach in examining this relationship in the current study was 
the correction of the multiple regression analysis for the correlation between depression and 
anxiety symptoms to be able to show whether any of the cognitive strategies would show 
specific relations to either anxiety or depression symptoms alone.  
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Depression and anxiety symptoms were highly correlated in this adolescent sample. After 
correcting for the influence of anxiety and the influence of gender, symptoms of depression 
were shown to have a significant specific positive association with rumination and self-blame. 
The latter association was only significant for the female participants of this sample (see 
figure 1). Anxiety symptoms showed a significant specific and positive association with 
scores of the two cognitive emotion-regulation strategies catastrophizing and blaming others. 
None of the strategies that were significantly related to anxiety and depression symptoms 
showed generality towards the two. 
Cognitive coping strategies, depression symptoms and specificity 
Adolescents that show symptoms of depression were predicted to show strongly negative 
associations with the cognitive emotion-regulation subscales of positive refocusing and 
positive reappraisal. This hypothesis could not be supported by the data. Different from 
previous research, lower scores for positive refocusing and positive reappraisal did not go 
along with higher depression symptoms, after controlling for the correlation with anxiety 
symptoms (Carl, Soskin, Kerns, & Barlow, 2013; Garnefski et al., 2001).  
The first hypothesis further predicted a strongly positive correlation between pure 
depression symptoms and self-blame, rumination, and catastrophizing. This could only be 
partly confirmed by the data. In this analysis, the depression symptoms, after controlling for 
the influence of anxiety and gender, showed a significant positive relationship to self-blaming 
in women and to rumination, in partial accordance with the prediction. However, 
catastrophizing was not significantly related to depression symptoms. In prior research, 
catastrophizing was found to be significantly linked to depression symptoms across several 
age groups, however the only age group that did not show a strong relation was the early 
adolescents group, which is the group that is closest in age with the participants of the current 
study (Garnefski & Kraaij, 2006). It seems possible that adolescents with depressive 
symptoms around an age range of 12 to 16 years are not as likely to engage in catastrophizing 
as other age groups. Another explanation could be that the significant relationship that seemed 
to exist between depression symptoms and catastrophizing was due to the correlation of 
depression symptoms with symptoms of anxiety and therefore vanished when anxiety 
symptoms were controlled for. In line with the predictions of previous research (Garnefski, 
Boon, & Kraaij, 2003; Garnefski, Teerds, Kraaij, Legerstee, & van den Kommer, 2004; 
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Schniering & Rapee, 2004; Garnefski & Kraaij, 2006), blaming oneself for failing in difficult 
situations showed to be significantly correlated to symptoms of depression, though only in 
female adolescents. Self-blame showed specificity for depression symptoms in the current 
data set, which is a finding that can likely be explained by removing the influence of anxiety 
from the depression symptoms that were analyzed. This finding confirms the cognitive 
strategy of blaming oneself as a crucial diagnostic characteristic for a depressive disorder 
according to the DSM-5 (APA, 2013). 
Cognitive coping strategies, anxiety symptoms and specificity 
Part of the next prediction was that anxiety would show negative associations with positive 
refocusing and positive reappraisal, which is not something that the data at hand could 
support. It is possible that the reason that the current sample did not show this relationship is 
that the adolescents did not experience clinically significant symptoms of anxiety, just like the 
non-clinical group in the study by Legerstee, Garnefski and Utens (2011), who found that 
adolescents with a clinical anxiety disorder make significantly more use of rumination, self-
blame, catastrophizing, refocus on planning, acceptance and blaming others than the non-
clinical group. 
Further hypothesized about anxiety was that it would be positively associated with self-
blame, rumination, catastrophizing and other-blame, when controlling for depression 
symptoms and the data confirmed only part of this prediction, namely the relationship 
between anxiety to other-blame and catastrophizing. As predicted, catastrophizing and other-
blame showed significantly positive relationships to the pure anxiety symptoms. Important to 
note is that catastrophizing and other-blame showed specificity for anxiety symptoms in the 
current data set and it is possible that this is explained by the removal of the influence of 
depression symptoms from anxiety symptoms and vice versa. The specificity of 
catastrophizing to anxiety symptoms confirms it as a key diagnostic feature for anxiety 
disorders of the DSM-5 (APA, 2013). It is possible that refocus on planning, as explained 
previously, did not show a significant relationship in this sample due to the fact that the 
current sample, different from the sample of Legerstee, Garnefski and Utens (2011), did not 
seek to include participants with a diagnosed anxiety disorder. As explained above, self-blame 
and rumination are likely not significantly associated with anxiety symptoms, as their 
relationship in previous research could possibly be explained by the correlation of anxiety and 
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depression symptoms and therefore disappeared when depression symptoms were controlled 
for. 
The moderating influence of gender 
Lastly, the expectation that gender would moderate the relationship between the cognitive 
emotion-regulation strategies and symptoms of depression only held true for the relationship 
between depression and self-blame, which was stronger for female participants (see figure 1). 
Women tending to believe that they are themselves to blame for their situation was part of a 
study assessing how the quality of life of was influenced by coping strategies, and how this 
relationship was influenced by gender (Gattino, Rollero, & Piccoli, 2014). The authors stress 
that, far from being a biological given state, psychosocial and contextual factors can 
significantly influence the relationship for women between what they experience and what 
they subsequently feel. In contrast to this, McHenry, Carrier, Hull and Kabbaj (2014) 
assumed that there is indeed a biological difference and that testosterone can protect men to a 
certain degree from the influence of mood disorders. As expected from Legerstee, Garnefski, 
Verhulst and Utens (2011), gender did not moderate the relationship between the cognitive 
coping strategies and anxiety symptoms. 
Limitations 
Conclusions based on the current study are limited by a number of factors. First of all, 
there was the possible bias stemming from the use of self-report measures for both the 
cognitive emotion-regulation strategies and the symptoms of anxiety and depression. Self-
report questionnaires can, among other things, lead to issues regarding social desirability, 
which means that the adolescents could have wanted to make themselves appear favorably to 
others. Additionally, no definite causal inferences can be drawn from this cross-sectional 
study. Further, this research did not provide a distinction between clinical and non-clinical 
samples. Strengths of this study were the use of measures that have shown moderate to good 
reliabilities, and the size of the sample. 
Implications of this research 
The current findings can provide valuable information for both treatment and assessment 
of individuals that show depression or anxiety symptoms. Given the differences in symptoms 
that adolescents struggling with depression or anxiety can have, current treatment options 
would be wise to adapt accordingly by taking the cognitive coping specificity into account. In 
COGNITIVE STRATEGIES  20 
 
 
 
treatments with depressive adolescent girls, special attention should be given to the possibility 
that self-blame can play an important role for them. The results of this study further suggest 
that for adolescents with clear depressive symptoms will have particular problems with 
rumination. Similarly, for youth with anxiety symptoms, catastrophizing thoughts and the use 
of other-blame as a cognitive way of coping with intense fear should find an important focus 
in treatment. By including the cognitive strategies in current diagnostic instruments, these 
self-reported automatic thoughts can help in making more accurate diagnostic decisions (Beck 
& Perkins, 2001).  
The data at hand provide evidence for the cognitive content-specificity hypothesis for 
depression and anxiety and Watson’s (2009) quadripartite model, with other-blame and 
catastrophizing being symptoms that are specific for and strongly positively related to anxiety 
symptoms and rumination and self-blame in female adolescents being specifically related to 
depression symptoms, and thereby fulfilling the criteria of a highly distressing and strongly 
specific symptoms that are most useful for intervention and research. Since the majority of 
previous research had not addressed the relationship between cognitive coping strategies and 
depression and anxiety as issues in isolation, future research could investigate the specificity 
of symptoms further in order to inform how treatment can address these concerns. It is further 
of added benefit to study the relationships between the cognitive emotion-regulation strategies 
and depression and anxiety symptoms with clinical samples. 
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